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A B S T R A C T
Trigeminal neuralgia is characterized by paroxysmal episodes of facial pain in the distribution of the trigeminal
nerve. It can occur in either sex but is most frequently seen in women aged 50–60 years. This article presents case of
trigeminal neuralgia in a 55-year-old female patient caused by meningioma of petroclival localization. The article un-
derscores the importance of neurologic and neuroradiologic examination in diagnosing and managing patients with fa-
cial pain conditions.
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Introduction
Trigeminal neuralgia (TN) is a relatively common
phenomenon. The rate of occurrence of TN in men and
women is 2.5 and 5.7 per 100,000 per year, respectively1.
TN is characterized by recurrent, brief, but intense, pain
that may include more than one division of the tri-
geminal nerve. It can occur at any age and in either sex
but is most frequently seen in women aged 50–60 years.
Often a trigger point can be localized and the patient will
vigorously resist attempts to elicit the pain1–3.
We report a case of petroclival meningioma that caused
TN in a 55 year-old woman.
Case Report
A 55 year-old woman had presented to our Clinic with
trigeminal neuralgia involving the 2nd and 3rd divisions
on the right side. She had experienced episodic, »electric
shock« type pain on the right side of her face provoked by
eating and talking nine months before admission. The
paroxysms lasted 15 to 40 seconds at intervals of 20 min-
utes to a week. On admission, the patient was in good
health, and hematological and biochemical studies were
normal. Neurological examination was normal: the cor-
neal reflex was present and there was no hypesthesia or
hypalgesia over the face and forehead. There were no
cerebellar or bulbar signs. An x-ray of the skull and
temporomandibular joint, as well as transcranial Dopp-
ler ultrasonography (TCD) and brain computed tomogra-
phy (CT) showed no abnormalities. The diagnosis of
trigeminal neuralgia was set and treatment with car-
bamazepine was started.
However, eleven months later, after a favorable re-
sponse to medication, the right trigeminal neuralgia re-
curred. The pain was not controlled with carbamazepine,
it fluctuated, becoming more severe over a few days and
then gradually decreasing, but never disappearing com-
pletely. On neurological examination moderate hypesthe-
sia and hypalgesia in all 3 divisions of the right trigemi-
nal nerve was found. Brain magnetic resonance imaging
(MRI) was performed and a meningioma of the right pet-
rous bone was diagnosed (Figure 1). Patient went to sur-
gery and the tumor was found to originate from the dura
of the posterior surface of the petrous apex and to com-
press the trigeminal nerve medially at its cisternal por-
tion. The patient showed an excellent recovery. She was
free of pain in the early postoperative period and at the
last examination 16 months later.
Discussion
Trigeminal neuralgia (TN) represents the most sig-
nificant facial neuralgia, and is considered to be one of
the most painful conditions to affect patients1–3. It can
occur at any age but is most frequently seen in women
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aged 50–60 years. The rate of occurrence of TN in men
and women is 2.5 and 5.7 per 100,000 per year, res-
pectively1–3. TN is a sudden, episodic, usually unilateral
facial pain that occurs most characteristically in one or
more branches of the trigeminal nerve. In 10–12% of
cases TN is bilateral2. In cases of TN the episodes of pain
may occur paroxysmally. To describe the pain sensation,
patients describe a trigger area on the face, so sensitive
that touching can trigger an episode of pain. It affects
lifestyle of affected person as it can be triggered by com-
mon activities in a patient’s daily life, such as eating,
talking, shaving and tooth brushing. The attacks are said
to feel like stabbing electric shocks, burning, pressing or
shooting pain that becomes intractable. Individual at-
tacks affect one side of the face at a time, last several sec-
onds, hours or longer, and repeat up to hundreds of times
throughout the day. The pain also tends to occur in cycles
with complete remissions lasting months or even years.
In most cases TN can be described as idiopathic, but
in small proportion of cases TN can be associated with
numerous disease entities. Symptomatic TN (STN) can
be associated with the organic lesions such as tumors4,
aneurysms5, or arteriovenous malformations (AVM)6. In
these cases careful assessment is recommended to set
proper diagnosis and to identify primary pathology.
The mechanism underlying TN remains unclear. TN
is commonly caused by the compression of the trigeminal
nerve at its entry zone by either an artery or a vein7. This
was first recognized as a cause of TN by Jannetta and is
now thought to account for 80–90% of cases8,9.. Approxi-
mately 5–10% of TN have been attributed to a cerebello-
pontine angle tumor10.
In cases of idiopathic TN neurological examination
reveals no abnormalities: the corneal reflex is preserved,
and no motor or sensitive abnormalities are present. By
contrast, in symptomatic TN depression of the corneal
reflex or masticatory muscle weakness may be detecta-
ble3. Thus, the presence of motor or sensory abnormali-
ties should alert clinicians to the possibility of some un-
derlying primary disorder.
Treatment of idiopathic TN can be medical or sur-
gical11,12. According to recently published guidelines on
trigeminal neuralgia management, carbamazepine is the
drug of choice for the treatment of TN. However, baclo-
fen, gabapentin, and other drugs may provide relief in re-
fractory cases. Neurosurgical treatments may help pa-
tients in whom medical therapy is unsuccessful or poorly
tolerated13,14.
As mentioned before, many cases of STN associated
with tumors, aneurysms, or arteriovenous malforma-
tions have been reported. Also, STN can arise from neu-
rological diseases such as multiple sclerosis15, which has
to be taken into consideration especially if patients who
present with the disease aged 20–40 years. Nasopharyn-
geal tumors, dental abscesses and temporomandibular
joint dysfunction can also mimic TN16. Arachnoid cysts
are sometimes associated with TN and cranial nerve
palsies17.
It has been reported previously that petroclival meni-
ngiomas can compress the trigeminal nerve, resulting in
trigeminal neuralgia or spasms of the facial muscles. In
such cases symptoms are often subtle and meningioma is
not diagnosed for a prolonged period of time. In cases of
slow growing tumors, meningiomas – as in our case –
change of the nature of the pain has to be alert that diag-
nosis of TN has to be revised. Isolated TN, especially if
drug resistant may be due to tumor such as meningioma
and it requires complete neurologic and radiologic imag-
ing of the head and appropriate laboratory tests.
In our patient a petroclival meningioma was produc-
ing symptomatic TN almost identical to the essential one
for a long period of time. Once brain MRI was performed
the accurate diagnosis was set and the further treatment
was carried out. The case we present is interesting since
we had a patient and a case where the diagnosis appears
clear, but everything nevertheless points to the need for
brain MRI as of the basic examination. Brain MRI can
help to distinguish secondary causes of TN from the idio-
pathic form18. It is indicated in patients presenting with
the condition when younger than 60 years, principally to
exclude tumor. However, angiography is still considered
useful for the diagnosis of some vascular lesions.
In conclusion, neurologic and neuroradiologic exami-
nation is advised in all cases on TN to rule out possible
underlying pathology.
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Fig. 1. Preoperative magnetic resonance image (MRI) following
contrast injection shows a large tumor with homogenous enhan-
cement.
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NEURALGIJA TRIGEMINUSA UZROKOVANA MENINGEOMOM PETROKLIVALNE REGIJE
S A @ E T A K
Neuralgija trigeminusa obilje`ena je napadima boli koji se periodi~no javljaju u inervacijskom podru~ju samog `ivca.
Bolest se javlja u oba spola, ~e{}e u `ena u dobi 50–60 godina. U radu je prikazan slu~aj 55-godi{nje bolesnice s neural-
gijom trigeminusa ~iji uzrok je bio meningeomom petroklivalne regije. ^lanak nagla{ava va`nost neurolo{ke i neuro-
radiolo{ke obrade kod dijagnostike i lije~enja bolesnika s bolnim senzacijama u podru~ju lica.
A. Jurjevi} et al.: Trigeminal Neuralgia Caused by Meningioma, Coll. Antropol. 33 (2009) 1: 323–325
325
